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Mini-Incision Thoraco-bifemoral Bypass in the Endo-
vascular Era
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of Colorado School of Medicine, Aurora, Colo
Background: Endoluminal revascularization has sup-
planted open techniques for aortoiliac occlusive disease.
Today, patients undergo open surgery following multiple
endovascular failures or complete aorto-iliac occlusions.
Hostile abdomens, calciﬁed aortic anatomy, and tenuous
pelvic circulation with signiﬁcant inferior mesenteric
artery contribution make the abdominal reconstruction
suboptimal. Given these constraints, and the high faliure
rates of extra-anatomic bypass, we prefer a mini incision
thoracic-bifemoral (mini-TBF) approach to aortic bypass.
Technical Description: Mini-TBF were performed in
high risk patients with aorto-iliac occlusive disease and critical
limb ischemia. Workup involves CT imaging of the thoracic
aorta through the lower extremities to determine suitability
of inﬂow along with magnitude of femoral reconstruction.
Non-invasive studies provide physiologic data to supplement
imaging. Cardiac risk stratiﬁcation along with pulmonary
function tests are also performed. Anesthetic considerations
include invasive monitoring, double lumen intubation with
one lung ventilation and positioning with left chest elevation.
Inﬂow is constructed fromthedistal descending thoracic aorta
via a#8 cm thoracotomy. A left ﬂank incision for retroperito-
neal exposure and two inguinal incisions are also created.
Once proximal anastamosis is established, the limbs of the
bifurcated graft are delivered through the diaphragm and
the left limb is tunneled retroperitoneal over the psoas. The
right limb is tunneled posterior to the anterior abdominal
fascia or subcutaneously below the umbilicus to the right
groin. Standard femoral anastomoses are performed and
further adjuncts such as endarterectomy are performed if
needed. Hemostasis is achieved and the incisions are closed
in the usual three layer fashion. The patient is then returned
to a supine position and bronchoscopy is performed through
both lumens of the endotracheal tube. The patient is then
extubated and delivered to the ICU.
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Objectives: Endovascular aneurysm repair (EVAR) is
associated with signiﬁcant device costs which place it atodds with efforts to constrain healthcare expenditures.
This study examines costs and operating margins associated
with EVAR at a tertiary care academic medical center.
Methods: All infrarenal EVARs performed from 4/11
to 3/12 were identiﬁed (N ¼ 129). Among this cohort, 49
patients met standard commercial IFU guidelines, were
treated using a single manufacturer device, and billed to
Medicare DRG 238. Of these 49 patients, net technical
operating margins were calculated in conjunction with
the hospital ﬁnance department. EVAR implant costs
were determined for each procedure. DRG 238 costs and
LOS were benchmarked against other academic medical
centers using UHC 2012 data.
Results: Among the studied EVAR cohort (age 75,
82% male, mean LOS 1.7 days), mean technical costs
totaled $31,672. Graft implants accounted for 52% of the
technical costs. Institutional overhead was 17% ($5,495)
of total technical costs. EVAR associated technical oper-
ating margins were -$4,015 per procedure. (Fig) Margin
losses were ampliﬁed when professional costs and revenues
were included. Institutional costs and LOS were in the
lowest quartile nationally, when benchmarked against
comparable centers using UHC DRG 238 costs.
Conclusions: EVAR is associated with negative oper-
atingmargins amongMedicare beneﬁciaries, and device costs
account for over 50% of the technical costs. These data indi-
cate EVAR must undergo care delivery redesign including
device cost reduction for this practice to remain sustainable.
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Natural History Of Grade I-Ii Blunt Traumatic Aortic
Injury: A 10-Year Single Institution Observational
Analysis
Michael J. Osgood1, Stacey L. Doran1, Eric Rellinger1, Josh
Heck2, Clifford L. Garrard1, Oscar Guillamondegui3, Raul
Guzman1, Thomas Naslund1, Jeffery Dattilo1. 1Vascular
Surgery, Vanderbilt University Medical Center, Nashville,
